Background: Mental illness stigma continues to be a major barrier for individuals with mental illness.
Introduction
In Southeast Asian cultures, the family is an individual's religious, economic, political, and social core. It is the first loyalty and primary obligation. The family obligation means that members must care for each other. For example, grandparents and older siblings care for the young and adult children care for their aging parents. Family relations and functions are clearly and elaborately defined. Mutual two way obligations connect families, helping them with tasks such as parenting and creating strong bonds.
Traditionally, Southeast Asians tend to have a large extended family, usually up to three or four generations living together. Nuclear families typically have four to eight children, depending on socioeconomic status and ethnic group. Southeast Asian children are taught early in life about the importance of relationships and obligations within the family and society. As children mature, they develop a moral obligation and primary loyalty to the family. Family usually takes good care of the sick family members in our country.
The traditional family is structured by age and gender. Males are usually dominant and authoritarian. Women in traditional Southeast Asian cultures are considered subordinate. Traditionally, girls and boys have different roles and are treated differently. Males get priority in different aspects including health care facilities. Mental health and possible care of it have not become a high priority in most Asian countries, despite the recent emphasis at international level. 1 Most people in the general population have a mixture of little and wrong information about mental illnesses, alongside wary and cautious attitudes about mentally ill people. It is therefore understandable that they are often slow to recognize developing mental health problems in themselves, in family members or in friends, and are reluctant to seek help for fear of the consequences. Recently we have begun to understand the power of these barriers to finding treatment and care of mental health. For example studies from several countries have consistently found that even after a family member has developed clear-cut signs of a psychotic disorder, on average it is over a year until the unwell person first receives assessment and treatment. 2 Stigma impacts care seeking at personal, provider, and system levels. The relationship between stigma and care seeking may be moderated by three additional variables, knowledge, culture, and network. Researchers have argued that improper or insufficient knowledge about mental illness and its treatment leads to stigmatizing attitudes and discriminatory behavior. In turn, knowledge and attitudes have been shown to be predictors of care seeking and participation. Burden may be exacerbated by family or "courtesy" stigma, a term coined by Goffman that reflects families, friends, and others being objects of prejudice and discrimination because of their association with the person with mental illness. Like people with mental illness, some of their family members may be harmed by public and by selfstigma. 3 Despite many problems facing psychiatry and mental health care in Asia, there are several strengths that cannot be ignored and indeed are worth preserving, if possible. Among these is the still largely intact family cohesion that is a resource for support of the mentally ill. Most mental patients in Malaysia are visited when admitted in hospitals on a daily basis and taken back to their own homes when discharged. Rejection of the mentally ill is still fairly uncommon and occurs in conditions of abject poverty and economic privation. This is however may change rapidly with provision of insurance cover or reimbursement systems that are designed to encourage long hospital stays, as in Japan and Korea, where the average length of stay in private hospitals may exceed a year.
Traditional belief systems encourage care of the disabled and mentally ill in many cultures in Asia. Thus many mentally ill are said to be possessed by spirits and capable of special powers and sometimes even revered. While this may deny them access to treatment, their social status is elevated beyond the stigmatization that may otherwise occur. Religious practices and belief in religion are remarkably strong in most of Asia and this is another source of both caring and treatment for the mentally ill. Many treatment centers focus on prayers for the cure or wellbeing of the ill person and this appears to be beneficial to some. 4 There is ongoing need for anti-stigma campaigns to reduce the fear & misunderstandings about psychiatry. The professionals involved in mental health issues together with patients, families & support organizations will need to work closely with the media for the change towards positive. Researches are needed in this field to explore the areas of attention to reduce stigma of mental illness in a developing country like Bangladesh. The objective of this study was to assess the family support and stigma among the respondents.
Methods
This was a descriptive cross-sectional study conducted among the patients attending the outpatient department of NIMH, Dhaka. The duration of study was seven months, starting from May 2013 to November 2013. In the study design, purposive sampling technique was used and a sample size of 151 was taken which is a valid sample size for this type of sampling technique to conduct a scientifically sound study.
A total 151 respondents of 18 to 60 years were selected purposefully according to inclusion criteria and informed written consent was taken from each patient and his or her attendant. During data collection, a semistructured questionnaire designed by the researcher based on Factors Influencing Neuroleptic Medication Taking Scale (FNIMTS) containing sociodemographic and other variables was used. 7, 17 Diagnoses were done previously according to Diagnostic and Statistical Manual of Mental Disorders Text Revision (DSM-IV-TR) by psychiatrists. Selfreport was verified by the attendants as needed. Data were analyzed using Statistical Package for Social Sciences (SPSS), version 15.0 for Windows. Ethical clearance was taken from the ethical clearance committee of NIMH.
Results
The objective of the study was to find out the pattern of family support and stigma among the patients attending a tertiary care hospital for mental illness situated in Dhaka, Bangladesh. A total of 151 adults of 18 to 60 years attending in the OPD, NIMH Dhaka were included in the study.
Socio demographic profile
The study identified the socio demographic characteristics of the respondents including age, sex, religion, habitat, educational level, marital status and working status. It also included other relevant information about the family such as, type of family, number of family members and monthly expenditure of family.
Details of socio-demographic characteristics are illustrated in Table 1 & Table 2 
Clinical variables
The commonest diagnoses among the respondents were the schizophrenias (56.3%), bipolar mood disorders (23.8%) and substance related disorder (6.6%). Most were insightful into their mental illness (89.4%). 
Psychosocial variables
Perceived illness related believe of all the respondents and stigma among the respondents having insight was assessed by some questions as psychosocial variable.
Illustrations of summery statistics for the psychosocial variables are illustrated in table 4 & 5. 
Discussion
The study included highest number (23.8%) of patients from the age range of 30 to 35 years followed by (21.9%) from the range of 18-23 years with the mean age of 32.77 years. This trend of age does not differ much from the result of predominant 20 to 29 years (48.5%) age group the second highest group that is 30-39 years (29.7%) described in a OPD based earlier study conducted in NIMH. 5 The over-presentation of this particular age group in this study does not seem to be a selection bias as mental health of elderly patients is still neglected in our country.
In this study majority of the respondents were male (66.2%). This finding is consistent with the previous study of our country where male respondents were majority (67.7%) but in Pakistan, male female ratio of respondents in a study on Non-adherence in Karachi was found to be almost equal. 5, 6 Not only that, in Nigeria female respondents were found to be a bit higher (51.8%). 7 Most of the study results of Bangladesh is consistent with male domination of psychiatric illness in children. 8, 9, 10 This gender inequity may be explained by the fact that more attention and care is given to male children and any deviation of their behavior and scholastic performance is more likely to be noted and reported by parents. Thus female children get less opportunity to seek health care which is unfortunately enrooted in our culture. This picture continues even in the adult life which can be concluded from this study. Educational status of this study population represented highest (32.5%) from the primary level. Thus the maximum (49.7%) were in the group of illiterate to primary level. In another way this result is very much consistent as a significant portion (43.7%) of respondents of this study population were not from urban, which is educationally advantaged.
The result of the dwelling status reflected the urban predominance (56.3%) among the respondents. It is clearly explainable by the link of study place which is in the core of Dhaka city. Urbanization contributed by better availability of health facilities and greater awareness of people explains this correlation.
The result showed 96.0% cases with the religion of Islam and 4.0% in other religion. The finding is somehow usual in comparison with the Muslim/non-Muslim distribution of the population of our country which is 90% and 10% respectively, reported in population census, 2001.
Almost half of the respondents were in married group (46.4%) but the rate has dropped a bit than the previous study (51.7%). 5 which may be due to difference in study population.
Regarding occupation, 21.2% was found to be employed at the time of interview, 49.7% in the previous study. 5 This difference may be due to the fact that we had another group who were employed but not now due to illness (31.1%) temporarily or permanently. Thus the total of employment together would be 52.3% indicating that mentally ill persons are now having more quality of life than before. In Pakistan the employment of this group was found 28.90%. In Nigeria employed was 44.5% and in two centers of Jamaica 28.5% and 29.0% among the respondents. 7, 11 Except Nigeria the findings are nearer to our finding. Nigerian study may differ as they had no extra category labeled as "others". In our study, housewives were 23.2% but in previous one 15.9%, may indicate increased caring for the female members of the family now-a-days. Student was 5.3%, comparatively lower than previous (13.1%) as that study took age range from 10 and above. 5 Family characteristics were not included in previous studies, but living circumstances in some studies. We found only 4 (2.6%) respondents living in places other than family. Among rest of them majority were living in nuclear family (63.6%). Even when nuclear family predominated members per family was found to be 5-6 (37.7%) which seems a bit higher. In the view of socio economic condition, 33.1% was found having family expenditure in the range of 7001-10000 taka. Only 6.0% in the range up to 4000 and 11.9% in the range above 16,001. It may indicate that rest of these lower middle & middle class families prefer to seek help from the government hospital more than the affluent society.
Clinical variable showed that Schizophrenia was the diagnosis of over half of the respondents (56.3%) followed by BMD (23.8%) which is similar to previous local study. Interesting finding is that SRD was increased tremendously from 0.7% of the previous to 6.6% in this study over last 10 years. 5 Insight was present in the majority participant (89.4%) who was assessed by the question whether the participant treated for mental illness or not. Their views of need to continue hospital visit and current medication was positive (yes for 95.5% and 92.6% respectively).
In this study, participant assessed family support to be good in the maximum cases and said that relative encourage to take medicine and attend clinic (89.4% and 90.1% respectively). The role played by the family in the care of mentally ill is substantial. A previous study reported that post discharged, patient who benefited from relative support were more likely to comply with clinic appointment and adherence to treatment. 12 Stigma has been consistently reported in the literature to adversely affect health seeking behavior and treatment outcome of mental illness . 5 In a local study, the range of awareness about mental disorders was 85-15.13%, range of acceptance of mentally ill patients was 71.42 -60.50%, range of willingness to care for mentally ill was 63.54-15.13%. 41% of the patients believed that black magic or evil spirits are the cause of mental illness. 13 Another study showed that commonly believed reasons of mental illness were possessions of Zinnis, influence (upri) of pari, demons, evil spirits, kufri kalams, familial (stigma-attached) and low intelligence. For treatment most of the mentally ill persons (62.37%) of our country first go to peer, fakir, huzur, kabiraj etc. 14 A study conducted in 2009 found that 78% of psychiatric patients got treatment from traditional healers. 15 In another study conducted in Chittagong Medical College, it was found that 80.65% of patients took one or more types of traditional treatment. 16 Only the respondents who had insight were asked about cause and prognosis of their mental illness. Majority (72.8%) expected good prognosis and thought the disease was due to the psychosocial origin (35.8%). The percentage of believing it to be spiritual is being lowest (13.9%).The finding is just opposite of that in a Nigerian study 5 . This finding against our socio-cultural background may indicate those people who are more aware coming for treatment in hospital.
In this study, over half of respondent thought that they would be treated differently by people knowing they have mental illness or on drugs for mental illness. Not only were that over half of the respondent presently employed unwilling to tell their employers about mental illness but interesting to note that paradoxically only few (7.9%) respondent said that fear of others put them of taking medication. This finding is similar to the previous studies. 5, 17 Although optimum care had been tried by the researcher in every steps of this study, still some limitations existed. The result should be interpreted in the light of the limitations like purposive sampling technique was followed in this study, so there could be some selection bias and the study was conducted in a selected hospital of Dhaka city so, the study population may not represent the whole population and limits the generalization of the result.
Mental health care is by no means standardized and extremely varied in Asia. Many so-called norms of psychiatric care in many economically highly developed countries may not only be not applicable but highly detrimental to mental health care in many parts of Asia. Many aspects of mental health care are not available in vast areas of Asia and often substituted by a remarkably resilient, but not always highly successful, family care alternative and a strong heritage of traditional medical care for the mentally ill, that is very often the norm. 4 Further large scale studies are required to explore the pattern of stigma in our country to deliver adequate mental health care to all.
